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Responses to FTC Stafl’s Follow-Up Questions

. Follow-Up Questions Regarding PPO Referrals
Explain how Brown & Toland PPO participating physicians make referrals to specialists.

Under a PPO system, patients generally are free to choose among doctors both within and
outside of the network.

Will Brown & Toland require its PCPs to refer only to specialists within the network?

If not, does Brown & Toland have any estimate of the percentage of patients that its PCPs
may refer to specialists outside the network or of patients that may ask to be referred to 2
specialist outside of the network?

If referrals will occur outside the network, are the processes that Brown & Toland _
proposes to implement to achieve the benefits of clinical integration going to have any
effect to the extent such out of network referrals ocour?

If yes, how will that be achieved?
. Response to Follow-Up Questions Regarding PPO Referrals

Brown & Toland’s PPO physicians refer to specialists based on the clinical needs
of their patients. PPO plans do not prohibit patients from self referring to specialists
outside of Brown & Toland’s PPO network, and Brown & Toland cannot change this
benefit design. For two reasons, however, PPO patients are likely to stay within the
Brown & Toland network for specialty care. First, PPO plans provide financial
incentives for patients to stay within the network, as patients must pay higher co-
payments if they are treated by out of network physicians. Second, Brown & Toland
primary care physicians almost always refer to specialists within the Brown & Toland
network. This stems from the Brown & Toland physicians’ practice patterns with regard
to HMO plans.1 This referral practice will continue, in all likelihood, going forward as
interdependencies among network physicians that exist with regard to Brown & Toland’s
HMO business continue 1o transition to the PPO business.2

Brown & Toland estimates that specialty referrals outside of its PPO network will
be rare. For any such referrals, Brown & Toland’s case managers will likely assist in

1 The physicians participating in Brown & Toland’s PPO network all participate in Brown & Toland’s
HMO network, and account for roughly 80 percent of HMO business. See PPO Submission, p. 3.

2 See PPO Submission p. 2 for a description of the market shift from HMO to PPO products and the
corresponding effect on Brown & Toland’s focus.



coordinating care with out of network physicians if the patient is enrolled in a case
management program for chronic care. In addition, through Brown & Toland’s electronic
medical records (“EMR”) program, a referring Brown & Toland physician may provide
an out of network physician with a complete history of a patient’s care via a fax copy,
which could eliminate duplicative testing and unnecessary treatments. Long term, as
national standards for data sharing are established and more physicians implement
electronic medical records, an electronic record could be sent to — and clinical notes
received back from — the out of network physician.

2. Follow-Up Questions Regarding Brown & Toland's Internet-Based System

Provide more information about how the internet-based system that is being put in place
to share data among PCPs and specialists will work.

Will this system differ from any system that Brown & Toland currently offers its
physicians and case managers for HMO patients?

If the answer is yes, describe those differences.

What does Brown & Toland estimate as incremental cost of putting this system into place
and how many years will it take for the system to be fully operational?

What does Brown & Toland estimate to be the useful life of this system once it is fully
_ operational?

2. Response to Follow-Up Questions Regarding Brown & Toland’s Internet-Based
System

Rrown & Toland’s EMR system, when operational, will support both the PPO and
HMO products. Brown & Toland will invest $12 million over a ten-year period to
implement and manage the EMR and other practice management sysiems. The system is
intended to facilitate information sharing among Brown & Toland network physicians
and, relatedly, to increase the quality of care and reduce costs by supporting the following
operations:

¢ Clinical guideline adoption and use;

» Drug utilization review - 1.e., reviewing drug-to-drug interactions, allergy
interactions, and formulary coverage;

e Disease management programs;

» Patient education;

e Electronic prescriptions and computerized physician order entry;

» Increase preventative health care by standardizing clinical note generation.



The EMR system facilitates sharing of clinical patient information across the
Brown & Toland physician network. Network physicians will no longer have to
separately purchase, implement, and maintain a record-keeping system. Through the
EMR system, information that has been captured in a paper medical record will be
~ captured in electronic format.

The EMR system includes the following modules:

o Workflow — The workflow module facilitates communication between staff,
maintains work tasks for each user, captures patient calls and routes these to the
appropriate staff (such as a triage nurse), and supports physician rounding
activities by providing physicians with key patient information on hand-held
devices.

» Electronic Prescribing — This module: (1) allows the physician and support staff
to enter and update historical medication and allergy information, process
medication renewal requests, view and print patient drug education to enhance
patient communication regarding medications; (2) performs an antomated five-
step drug utilization review; and, (3) sends prescriptions directly to pharmacies.
(When industry capabilities are in place, the EMR system will track patient
compliance with prescriptions.)

» Clinical Results Reporting — This module allows for the viewing of laboratory and
other diagnostic results with notification and detail of abnormal findings as well
as reference ranges. Results can be reviewed by means of flowsheets and graphs,
enabling the tracking of trends over time for a more comprehensive analysis of
patient history.

* Order ~ This module provides immediate electronic transmission of ambulatory
orders to laboratories and other ancillary departments. Personalized orders
concerning a patient’s specific diagnosis, medical history, clinical practice
guidelines, and medical necessity checking are available at the point of ordering.

* Charge — This module automates the capture of office and inpatient visit charges.
Diagnosis codes, units, and appropriate CPT codes are reported within this
module.

» (linical Note — This module allows a physician to create a complete clinical note.
The clinical note is created through data entry, citation of existing clinical data,
and direct dictation. Templates can be configured for specialties, for individual
offices, or for individual physicians. Physicians can view current patient
conditions, past medical history, past surgical history, family history, or personal
history. Physicians can also quickly produce clinical correspondence to send to
referring and primary care physicians.
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1t is also worth noting that clinical laboratory results from Brown & Toland’s
contracted laboratories will be loaded into the system {as part of the Clinical Results
Reporting module, discussed above). These results will be available for online viewing
by the ordering physician and can be shared with any physician to whom a patient is
referred. After all laboratory vendors are providing results to Brown & Toland, radiclogy
results and other anciliary test results will similarly be loaded into the system.

Brown & Toland is currently installing at its administrative offices the EMR
system’s hardware and software. By the end of 2004, the clinical results reporting
module will be provided to PPO physicians who need ancillary test resulits for patient
care. A base module is included with the clinical results reporting module and this allows
physicians to add on the additional EMR modules listed above. Brown & Toland signed
a ten-year license agreement (with ten-year renewal options) and believes that the EMR
system will be useful as long as physicians use computers to track patient care.

3. Follow-Up Questions Regarding Quality of Care.

Provide information about how Brown & Toland’s financial investment promotes a
system that provides a higher quality of care and fosters mterdependence among the
physicians.

Does Brown & Toland have methods for measuring improvements in care? If not, is it
planning to develop such measurements? Will the results of these measurements be made
available to payers and patients?

3. Response to Follow-Up Questions Regarding Quality of Care.

Brown & Toland has invested — and continues to invest — in processes designed to
improve the quality of care and foster interdependence among network physicians. This
includes, for instance, developing protocols and guidelines that dictate appropriate care
for specific diagnoses {see pp. 5-7, 12-13 of the PPO Submission), conducting utilization
review (see pp. 7-12 of the PPO Submission), overseeing a case management program
(see pp. 13-15 of the PPO Submission), managing a quality improvement program (see
pp. 15-17 of the PPO Submission), and implementing the EMR system (described above).

Through these processes, data is shared among network physicians, utilization
trends are tracked, patients who could benefit from case management programs are
identified, a physician’s delivery of care is compared to his or her peer group’s, patients
who frequently are admitted to a hospital or who frequently visit an emergency room are
identified, children in need of immunizations are identified, and patients who could
benefit from additional preventative care are identified.

Improvements in care can be measured by analyzing an individual patient’s
treatment. For instance, patients who visit an emergency room two times over the course
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of six months will be evainated for case management services. Brown & Toland can
measure the extent to which the patient’s condition has improved by tracking emergency
room visits following his or her enrollment in the case management program. Health
plans will be given information concemning patients who could benefit from Brown &
Toland’s case management programs.

4. Follow-Up Questions Regarding PPO Cash Flow.
Does Brown & Toland currently receive any money from the PPO operations? More
broadly, provide information that will allow the FTC to understand how the money is
flowing, and from where. How does the financial structure contribute to the PPO

accomplishing its overarching goal of providing high quality, cost-effective medical care?

For which features of the proposed PPO system might payors be willing to pay Brown &
Toland separately from physician reimbursements?

4. Response to Follow-Up Questions Regarding PPO Cash Flow.

Brown & Toland’s PPO operations are supported through overall corporate
earnings. From the physicians’ standpoint, this means that Brown & Toland absorbs the
costs for the expansion into new products and the associated administration of those
products. Brown & Toland has not asked its physicians to make direct investments other
than those necessary for the physician’s individual practice operations. In its current PPQO
environment, Brown & Toland has absorbed the investments associated with obtaining
PPO contracts, managing care, collecting data, and reporting. So far, this has been done
through increased operational efficiencies rather than charging fees to providers for PPO
contract administration.

The financial structure of Brown & Toland’s PPO operations contributes to
achieving the operations’ goals because investments are needed to implement and manage
the clinical integration processes described in Brown & Toland’s PPO Submission.

5. Follow-Up Questions Regarding Physician Information Sharing.

What is the benefit from sharing information between certain types of specialists (e.g.,
dermatology or orthopaedics) and other doctors?

More generally, explain why the participation of all specialists in the Brown & Toland
network is necessary to achieving the purported benefits of clinical integration?
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Wili the sharing of information modify the behavior of physician specialists? If yes,
how?

5. Response to Follow-Up (Juestions Regarding Physician Information Sharing.

For four reasons, it is necessary for Brown & Toland to contract with a broad
range of specialists. First, Brown & Toland markets to payers a comprehensive network
of physicians. This obviates the need for payers to contract separately with physicians in
certain specialties. Second, Brown & Toland’s clinical processes are designed to track,
analyze, and improve care across a continuum: from primary care physicians to
specialists. It is necessary, therefore, to have a full network of specialists so that the
clinical processes apply to the treatment of patients by different specialists. Third, having
a full network of physicians is convenient for patients and, relatedly, reduces out of
network expenses (o patients. Finally, having a full network of physicians enhances
efficiency as it heips eliminate duplicative testing and diagnoses.

The sharing of information should modify behavior of physician specialists in the
ways described on pp. 12-13 of the PPO Submission.

6. Follow-Up Questions Concerning Brown & Toland’s Case Managers.
Provide more detail about the “clinical specialists.”3 How will the case managers
perform their duties? What sort of clinicians will serve as case managers? How will the

case management program serve the purpose of the PPO?

‘Which patients will be assigned to case managers? What percentage of covered lives is
that estimated to be?

How will the case manager system operate if a patient is referred to or chooses a
specialist who is not in the Brown & Toland network?

What does Brown & Toland estimate the ratio will be of case managers to covered lives?

6. Response to Follow-Up Questions Concerning Brown & Toland’s Case
Managers. :

Brown & Toland employs sixteen case and disease managers, who are
experienced health care professionals.4 They include nurse practitioners, registered
nurses (multispeciality), and one dietician with expertise in HIV nutritional assessments.

3 We assume that the term “clinical specialists” refers to Brown & Toland’s case managers.

4 Details of Brown & Teland’s case management program, including how patients are identified to
participate in the program, are provided on pp. 13-15 of the PPO Submission.
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Case managers’ range of services include assessment of needs, discharge planmng,
coordination of care across the continuum, and facilitation of social service needs.
Attachment 1 1o this follow-up submission inciudes job descriptions detailing the
requiremnents for the case management positions. A case manager has a maximum
caseload of 100 patients (this case load varies depending on the acuity of the population).

Brown & Toland case managers are trained to work with in-network or out of
network physicians to coordinate care.

7 Follow-Up Questions Concerning Brown & Toland’s Claims Review Process.

How will Brown & Toland’s ¢laims review program (described on pp. 9-11 of the
materials provided to the FTC in June) work? In particular, what type of data will be
available for the PPO patients and how will that data be obtained? For example, how will
Brown & Toland obtain data for PPO patients related to ER utilization or hospital stays?
‘Which of the reports listed on pp. 10-11 will go to physicians as opposed to case
managers?

How will this program operate to the extent that patients seek out of network care?
Will this program include information concerning lab work, pharmaceuticals, and other
reimbursable services?

7. Response to Follow-Up Questions Concerning Brown & Toland’s Claims Review
Process.

As described on pp. 7-8 of the PPO Submission, Brown & Toland physicians are
required to submit to Brown & Toland copies of claims that are submitted to payers.
Attachment 2 to this follow-up submission includes a copy of a claim form. In filling out
this claim form, Brown & Toland physicians and hospitalists are required to reflect ER
and hospital services provided to patients. The claim forms therefore provide data
concerning ER utilization and hospital stays. Brown & Toland will not receive claims
from any physicians who are not within its PPO network; nor will it receive data
conceming services for which the hospital bills the payer separately.

Network physicians submit to Brown & Toland electronic or paper copies of PPO
claims through either a direct electronic submission, ProxyMed Clearinghouse electronic
submission, web-based electronic submission, of paper copy submission. (Each of these
means of subrnission is described on p. & of the PPO Submission.) Lab results and
prescriptions will be available through the clinical results reporting.

The reports described on pp. 10-11 of the PPC Submission will be distributed to
physicians and casc managess as appropriate based on the nature of the particular report.
Physician aggregate reporting and support reports will be sent twice during the year. The
aggregate reporting may be used to look at utilization trends, identify vaniances in
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practice patterns, and identify PPO members who may be missing preventive care. Case
managers will receive monthly reports to identify high-risk patients who may meet
criteria for participation in case management or other disease management programs.
Other reports will be used internally to identify variances in billing or care that may
require auditing or oversite activities.

8. Follow-Up Questions Regarding Clinical Care Guidelines and Protocols.

How will the guidelines (protocols) work? How are the guidelines disseminated and
monitored? Are they used while the care is being delivered, or for retrospective review?
Provide at least one example of how the guidelines would be implemented. Discuss the
extent to which the proposed protocols will affect each specialty in the network,

How are these protocols different from those generally available throughout the industry?

Describe with as much specificity as possible how Brown & Toland intends to discipline
physicians who fail to follow the protocols.

8. Response to Follow-Up Questions Regarding Clinical Care Guidelines and
Protocols.

The development of the protocols are discussed on pp. 5-7 of the PPO
Submission, the monitoring of care to assess conformance with the protocols is discussed
on pp. 7-12 of the PPO Submission, and enforcing adherence to the protocols is discussed
on pp. 12-13 of the PPO Submission.

Protocols are available to Brown & Toland physicians on its website. In addition,
Brown & Toland provides hard copies of the protocols to contracted physicians who
practice in areas to which the protocols relate. Brown & Toland will work to embed these
protocols mn the electronic medical record application over time as opportunities for
system enhancements are identified and defined. Attachment E to the PPO Submission
lists the specialties to which Brown & Toland’s protocols apply. Physicians within these
specialties are required to adhere to — and therefore are affected by — the protocols.
Physicians should consult protocols while delivering care, and Brown & Toland
employees retrospectively analyze adherence to protocols. Claims data will be reviewed
to identify outlier physicians (which can include those who do not adhere to protocols) as
well as to prioritize remedial measures. Brown & Toland representatives visit network
physicians’ offices and provide training on the protocols. As to this training, priority is
given to physicians who do not adhere to the protocols.

While many of the protocols adopted by Brown & Toland were developed by
national organizations, Brown & Toland has internally developed roughly 100 protocols
that are original to the medical group and are “proprietary.” These protocols, developed



with significant input from Brown & Toland practicing physicians, conform to regional
practice patterns and therefore differ from national protocols.

Guidelines concerning osteoporosis management are reflected in Attachment 3 to
this follow-up submission. These guidelines were developed and implemented as
follows:

The Brown and Toland Quality Improvement Committee requested that the
Brown & Toland Medical Directorate form a multispecialty subcommittee of selected
endocrinologists, OB/GYNs, and primary care physicians . These physicians reviewed
current medical literature on osteoporosis management and data concerning network
physicians’ practice patterns, and recommended guidelines for adoption. These drafi
guidelines were then reviewed and approved by Brown & Toland’s Utilization
Management and Quality Improvement Committees as well as its Board of Directors. The
guidelines were then communicated to the Brown & Toland physician network through
‘the web, newsletters, and broadcast fax announcements. Furthermore, education material
on prevention and treatment of osteoporosis was designed and distributed to physician
offices for their patients.

Brown & Toland review of adherence to the osteoporosis management guidelines
will be retrospective. PPO physicians’ osteoporosis screening compliance will be
identified through Brown & Toland’s recredentialing office audits.



ATTACHMENT 1



Attachment 1

BROWN & TOLAND PHYSICIANS SERVICE ORGANIZATION

JOB DESCRIPTION

JOB TITLE: RN CASE MANAGER FILSA STATUS: Non-Exempt

DEPARTMENT: Case Management DATE PREPARED: February 1-2002

REPORTS TO: Manager, Case Management

PRIMARY PURPOSE:

The RN Case Manager is responsible for care coordination and case management for a
specific population of members. Specific activities and frequency of those activities will
vary and be specific to the area of assignment. Activities include; conducting onsite
and or telephonic assessment, coordination of an appropriate plan of care, working
coliaboratively with the member, member’s family or significant others, health plan
representatives, BTMG PCP, BTMG Physician Specialists, home health care providers,
and other appropriate multidisciplinary healthcare professionals to coordinate care to
meet the patient’s overall care requirements. Additionally, the RN Case Manager
facilitates the authorization of inpatient and outpatient services, including surgical
procedures, home care services and durable medical equipment requests. The position
assures that authorizations meet payer requirements, follow appropriate policies and
procedures and are medically necessary, utilizing BTMG approved guidelines.

SUPERVISION:

This position assists with daily oversight of the outpatient authorization coordinator
staff.

MAJOR DUTIES AND RESPONSIBILITIES:

- Documenis and

1. Assesses, plans, implements, coordinates, monitors and evaiuates the options
and services which will meet the members heaith needs across the care
continuum, and provides guality cost-effective outcomes. Identify issues, resolve
problems, interpret policies, etc., and ensure interface between care team
members.

2. Utilizes clinical knowledge, assessment, problem solving and decision-making

ckills to evaluate request for authorization. Including screening for
appropriateness, verification of eligibility, interpretation of benefits and medical
necessity, obtaining additional information and researching issues, as needed in
order to facilitate objective medical management decisions based upon approved
BTMG criteria, standards and guidelines.

(2. docs
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3. Regular communication and interface with Physician Advisors and Medical
Directors for clinical decisions regarding medical necessity, problem resolution,
and all care/service denials.

4. Works collaboratively with other members of the Care ManagementiQl
Department, the Claims Department, the Health Pilans and BTMG providers to
identify individuals who require case management services.

5. Gathers and reports utilization data, logs, etc., in accordance with NCQA and
HMO/plan requirements and ensures utilization data and quality information is
accurately documented for reporting.

6. Works with providers and health plan representatives to access and support
development of any programs available within BTMG and/or the contracted
Health Plans for member education, disease management programs, and health
improvement as appropriate for members.

7. When indicated, oversight of non-clinical UM coordinator letter generation in
compliance with governmental regulations, NCQA standards, and HMO/plan
guidelines, including compilation and dissemination of accurate written
notifications of noncoverage to BTMG members, MDs, health plans, etc.

8. Participate in development of interdepartmental processes and procedures to
improve care management within BTMG and BTMG.

9. Assist in the development, implementation, and evaluation of standards of care,
policies, procedures, medical review criteria, and protocols to improve care
management throughout the delivery system and across the care continuum,

10. Provide education, orientation, and consultation to care team members as to the
role of care management at BTMG.

11. Accepts and performs other duties, assignments and responsibilities as directed.

REQUIREMENTS:

Ciboc

EDUCATION AND/OR TRAINING: RN, BSN preferred. Current California unrestricted
Nursing license.

SKILLS AND ABILITIES: Excellent verbal and written communication skills. Computer
literacy w/ typing skills. Organizational skills. Ability to pricritize. Strong negotiation
skills. Flexible and able to work independently. Ability to maintain a high volume
workload.

EXPERIENCE: Minimum of three years recent acute clinical experience required.
Managed care experience preferred, preferably in an HMO or IPA setting.

02 .dogx
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OTHER CRITERIA: Complies with company and departmental administrative policies
and procedures; performs job safely with respect to others, and to property, and to
individual safety; works effectively with others to encourage teamwork and productivity.
Maintains strict confidence of client information, ensuring client’s privacy, and does
not discuss internal business with external entities.

PHYSICAL REQUIREMENTS: Requires intermittent sitting, writing and typing/data
entry in a computerized Windows environment up to an average of five hours per day.
May also require standing and or walking up to 6 hours a day.

PERSONAL ERGONOMICS: Complies with policies and procedures, equipment
orientation and workspace set up to ensure personal safety and well being as it relates
to ergonomically sound usage, reporting immediately to management any
complications or difficulties regarding appropriate usage of workplace and equipment.

APPROVALS:
Employee Date
Manager / Supervisor Date

O Documents and Settings\dkotchen'Local SeuingsiTemporary Internet Files:OLKIRN CASE MANAGER Job Description

02.doc \Bifile bunidob Deseriptions RN-CASEMANAG ER-Job-Deseription-b2-de

CAS IS ar ma it p e vy Tt O




BROWN & TOLAND PHYSICIAN SERVICES ORGANIZATION
JOB DESCRIPTION

JOB TITLE: HIV Clinical Specialist (Nutrition)
JOB CODE:

FLSA BTATUS. 8FTE
REPORTS TO: Manager, Health &
Quality improvement DATE PREPARED: April, 2003

PRIMARY PURPOSE: Responsible for implementing the nutrition and case management components of the HIV
Management Pragram which includes, but is not fimited to, one to one case management related to coordination of
nutrition, social/mental, community, and nealthcare services. Nutrition case management includes, but is not limited to,
assessment of weight & body compaosition, assessment and recommendations for use of anabolic therapies, nutrition
counseling to ensure adequate nutrient intake, and nutrition strategies for symptom management and treatment of
metabolic problems. Communicates regularly and as needed with primary care providers, care management ({inpatient
and outpatient), insurance companies, clinical labs and other referral resources to ensure continuum of care. Participates
in program development and outcome data collection/evaluation with Health Improvement operations staff, Medical
Directors and HIV physician advisors as needed.

SUPERVISION: This position does not supervise anyone.

MAJOR DUTIES AND RESPONSIBILITIES:
(E = Essential; D = Desirable)

1. Conducts all BTMG physician' consultation and one to one nutritional counseling including baseline BIA,
recommending andfor initiating nutrition supplements, weight increase therapy, antidiartheal therapy, general,
mycobacterium avium complex (MAC) and cryptosporidiosis nutritional consult, etc. (E)

2 Provides clinical expertise as deemed appropriate to the position. (E)

3 Works with H! operations staff and HIV advisory team on program deveiopment, data collection and outcomes
reporting. (E)

4. Prepares agenda items, presents materials, and takes minutes at HIV Advisory Board meetings.

5. Conducts program in-services education for BTMG physicians, nurses, hospital staff and other BTMG
departments. (E)

6. Maintains up to date information on developments in nutritional therapy, counseling and treatment options. (k)

7. Works closely with Care Management to coordinate authorizations and referrals to community and BTMG network
resources to facilitate continuity and coordination of care. Examples include referrals to home care vendors, DME
vendors, etc. when medically indicated per BTMG Referrals Services policies & procedures. (E)

8. Represents BTMG HIV management program at conferences, seminars, etc. as requested. (E)

9. Accepts and performs other duties as assigned. (E)

REQUIREMENTS:

EDUCATION AND/OR TRAINING: Registered Dietitian (R.D.), M.S. Preferred. Specializing in HIV.

YAJOBDESCNFORMAT.WRD



SKILLS AND ABILITIES: Computer literate and excellent typing skills. Excelient oral and written communication
skills; individual and group. Strong analytical and probiem-soiving skills. Thorough knowledge of the
physiological, psychosocial, anc treatment aspects of HIV. Ability to maintain high volume workload with minimal
supervision. Work well under pressure.

EXPERIENCE: Experience in working as an educator andfor clinician with HIV patienis and physicians. Patient
education experience with groups and indivicual.

OTHER CRITERIA: Complies with policies and procedures; performs job safely with respect to others, o
property, and to individual safety; works effectively with others to encourage teamwork and productivity.
Maintains strict confidence of client information ensuring client's privacy, and does not discuss internal business
with external entities,

APPROVALS:
Incumbent Date
Supervisor PDate
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BROWN & TOLAND PHYSICIAN SERVICES ORGANIZATION
JOB DESCRIPTION

JOB TITLE: Asthma Nurse Practitioner JOB CODE: Non-Exempt

FLSA STATUS: 5SFTE
REPORTS TO: Manager, Heaith & Quality
improvement DATE PREPARED: June 2001
DATE REVISED: January, 2003

PRIMARY PURPOSE:

Responsible for implementing the Asthma/COPD Management Program, which includes
teaching education classes, one-on-one case management, and coordinating referrals to
Specialists and outpatient services such as pulmonary rehabilitation. Communicates regularly
with primary care providers and specialists to ensure continuum of care. Conducts in-service
and education programs to B&T physicians and hospital staff. Performs regular post education
follow-up to assist in outcome data collection. Participates in curriculum development with
Medical Directors and Physician Advisory as needed. 20% time devoted to the implementation
of the Hip & Knee Program for Case Management.

SUPERVISION:

Position does not supervise anyone.

MAJOR DUTIES AND RESPONSIBILITIES:
(E = Essential; D = Desirable)

1. Works with Physician Directors and Advisors on development of the education group series
and materials for asthma website. (E)

2. Provides clinical expertise as deemed appropriate to the position. (E)
3. Conducts asthma education groups and 1:1 education. (E)
4. Responsible for one-on-one patient case management. (E)

5. Communicates regularly with primary care providers and specialists to ensure continuum of
care. (E)

6. Participates in education programs and other activilies that promote the Asthma
Management Program to B&T physicians, nurses, and hospital staff. (L)

10/6/2004 Nurse Practitioner Position



7 Assists with the development of asthma/COPD guidelines and care maps for disease
management. (E)

8. Analyzes effective asthma/COPD care approaches. (E}
9 Assists with research-related activities when applicabie, including asthma studies. £)
10. Accepts and performs other related duties and responsibilities as assigned. (E)

11.Implements the pre-surgery case management for the Hip & Knee Program. (E).

REQUIREMENTS:

EDUCATION AND/OR TRAINING: R.N.N.P., M.S. preferred. Specializing in
Pulmonology preferred.

SKILLS AND A_B!LIT!ES: Outstanding communication and group skills. Thorough knowledge
of the physiological, psychosocial, and treatment aspects of asthma. Experience in working as
an educator and/or clinician with asthmatic adults.

EXPERIENCE: Experience with community based programs or individual patient education.
Ability to communicate effectively with physicians, staff and outside agency personnel.

OTHER CRITERIA: Complies with policies and procedures; performs job safely with respect
to others, to property, and to individual safety; works effectively with others to encourage
teamwork and productivity. Maintains strict confidence of client information ensuring client's
privacy, and does not discuss internal business with external entities.

APPROVALS:
Incumbent Date
Supervisor Date

10/6/2004 Nurse Practitioner Posiion
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ECAUSE THIS FORM 1S USED BY YARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE SHSTHLUL HUND Rndils o3
PPLICABELE PROGRAME,

OTICE: Any person Who knowingly flles s strioment of ciaim gonisining any mis;epmsen’iatian or eny Taise; incomplete of isieading informalion may
sguiliyoie criminal pet punishable yndar law and may be subject to civil penailiss.

: ) HEFERS TO GOVERNMENT PROGRAMS ONLY _
AEDIGARE AND CHAMPUG PAYMENTS: A p_:sﬁan_l"s signatiré, refuests thal payment be made and muthonzes release of any informalioty NRCESERMY 1o protess

s caim and cerliliss that the information previded in Blocks 1 trough 14 is true, accuraie ang compiete. In tha case of & Medicars claim, the patients signature
wthorizes any gnilty to raloass 10 edicare medical and nonmedical information, including ermployment status, and whether the.persen has amployer group, haalth
<syrance, abifity, no-fault, worker's COMpENS3tan of sther insurance whichis responeible 1o pay for the sarvices for which the Medicare iairn 15 made. See 42
SER 411.24[a). Hilem 8 i campleted, ihe palient's signature authorizes relaase of the inlormation fo the health plan of BgeTCY shown. in Madicare assigned or
IHAMPLIS pameipetion Cases, the physician agrees o acesptthe chargs determmation of the sedicare caries of CHAMPUS fieca! imermediary as the full charge,
ind the patiant is respansible only for 4e deducible, coinsutahce and roncovered Senices. Golnsurancs ard the deductibla are based upon the charge
sterination of the Medicare tarrier of CHAMPUS fiscal infermadialy it this i Iess than tha charge submitied. CHaMPUSisnola health insurance program put
‘nakes payment for health benefis rgrx;\'riﬂsnd through certain affiliations with the Uniformend Services. Injormation on the palient's spansor should be provided inihoss

1oms cagliones in *insured™; Le.. < 13, &, 6.7, 9, 2nd 11.

BLACK LUNG ARD FECA CLAIMS . . ] )
The provider agrees 10 3o the amourt paid by the Govammen! as paymert in full. Ses Black Lung and FECA inswuctions regarding raqum procedure and
disgnosis coding Sysiems. :

SIGNATURE OF PHYSICIAR Of SUPPLIER {MEDICARE, CHAMPUS, FECA AND BLAGK LUNG) .

| caniiythatihe s8FVices shownonthislormwere metically indicatpd and necassary torine healtholthe patienang were personally tumishedby thaorwarefurrished
incident io my professionad senviea by my empioyEe under my immediate personal supBIVIsIon. exuept as otherwise axpressly permitied by Medicars of CHAMPUS
rogulstions.

For safvices o be considered as “incldent"to 2 physician's professional sarvice, 1) they musi be rendeted under the physicisn's imemediale pqrsonai supervision
by hi/her employee, 2) they st be an rtegral, althou h iricidantal part ot a covered ﬁhysidan'ssewhe. 3jtheymuslbe of Kinds commaonty fumnished in physician's
o¥nces, and 4) the services of nonphysicians must be nchuded on the physician's bile.

For CHAMPUS claims, {further certity that } {or any employee) who rendered services am notan active dury member oi the Unilormed Sarvises of acivilian smployes
of the Uniied Siates Governimen or a contract employee of fhe Unlted States Govemment, sither ohvilian or mitery {retert0 5 VS0 5536). For Blagk-Lung clalms.
{ further certily that the spnvices performed ware for & Black Lung-reiated disorder.

No Part B Medicare penglits may be paid unless Wis lormis roceived gs required by exising law and regulations {42 CFR 42432}

NOTICE: Any pha who isrepresents orfalsifies gssential information o resceive payment trom Federal junds requested by this form may Upan worwiction ba subject
1o fine and imprisonment under applicable Federsl faws.

NOTICE TO PATIENT ABOUT THE GOLLECTION AND USE OF MEDICARE, CHAMPLS, FECA, ARD BLACK LUNG INFORMATION

[PRIVACY ACT STATEMENT)
We are suthwrized 0¥ HCFA, CHAMPUS and WGP to esk you for information needed in tha ominispation of the Medicare, CHAMPUS, FECA, and Black Lung
programs. Authority 1o eollsct Informasion is in secion p0S(a), 1862, 1872 and 1874 ot the Social Security Actas amonoed, 42 CFR 411.24{) and 424 5(a) {6), and
44 USC 310141 GFR 101 stseq and 10 USC 1079 and 1086 5 UISG 8101 et seq; and 30 USC 01 e seq 38 USGC 613: E,C. 8397,

“he Information we obizin 10 compiete ciaims under hese programs is used 1o jdeniity you and © determins your eligiifity, itis also used to decida it the services
and supplies you receivad are covered by these programe snd 1o insure that propar paymaent s made.

The information may also be given to other providers of services. carriers, inlermaziaries, medica review boards, health pians, and oihet organizations or federal
agencias, lorihe effective administration ot Federal provisions that mﬂ:cﬁef third parties peyers to pay primary 1o Federal program, and as stherwise necassary

1o agminisier fiese programs. Foraxample, hmay be necessarytodls infermation about the benefils you hava wsed 1o a hasphtal ordocior, Additionai disciosures
are mage through rouling uases for information comained in Fysiems of records.

FOR MEDICARE CLAIMS: See the nolice modilying syatem Ne. 0g-70-0501, tited, "Carrier Metficare Claims Record,’ published in the Fedaral Begister, vol. 55
No. 177, page 37549, Wed. Sept. 12,1980, 07 as wpdated and republished.

FOR OWEP CLATMS! bDapartment Labor, Privacy At of 1974, "Ropublicatan of Notice of Systems of Records,” Fodaral Reglisier Vol. 55 Neo. A0, Wed Feb. 28,
1940, See ESA-S, ESAG, EQA-12, ESA-13, ESA-30, or as upcoted and republshed.

FOR CHAMPUS CLAIMS; wﬁg&wm eveluate eligibllity for medicaicare provided by tivifian sources and toissue paymeniupan establishment
of aiigipiity and determination thal the senvices/supphies roceived ars autharized by law.

: Information fram Claims and related dosuments may be given 1o the Dept. of Vamrans Altzirs, the Depl. of Health and Human Services andiof
the Dept. of Transportauon qqnsns}emmm their statutory adminisirative respansibliee under CRAMPUS/CHAMPYA; 1 the Dept. of Justice for ropresenialivh of
stha Secretaryof Defensein civilagtions;tothe Imamal Revenus Sarvice, privaie &0l ionagancies, and consumer reporting agancias I connetlion with recoupms
rlaims;and o Congressional Offices I response to inquiries made at the request af the person 1o whom a record pertains. Appropriate gisclosures may be made
o othet ipderal, siate, local, joreigh government agencies, private buginess entities, and individuat providers of care, on MATLS relating to entilement. claims
adjudication, trayg. prograrn gbuse, ulllization review, quahly assurance, pasr raview, program imegriy, hird-party fability, coondination of benefits, and cvl and
erminz ltigatien retted o the operstion of CHAMPUS.

: Voluntary; however, tallure o previde information wil result in delay in payment or may fesult i1 denial of claim_ With the one exception discussed
below, there are na penalies undertheas programa lor refusinglo supply information. Hawever, Tailure e lumish informaton regarding the medical sarvices randered
or the amoum chargjed would pmem_paymergl of claims ur}derthese gogrsms. Faiivrg 1o furmish any other information, suchas namadr claim number, wouid delay
payman of the ciaim. Falre 1o provide medical informeticn ynder FECA could be deemad an obsiruction.

it i mandatary that yous tell us if you krow that another party is raspansitle for paylng for your treaiment. Section 1 125B ol the Sovial Security Act and 31 USC 38 1-
5645 orovids peralies lor whhhalding B information. pay rity 1 USC 380

‘loa':cs;mu}d be awars that P 4., 100-503.1e “Compuier Watehing and Privacy proteciion Act of 18BB", permils the: gavernment o verify information by way of computar
maiches. :

. MEDICAID PAYMENTS (PROVIDER CERTIFICATION] '
| hereby agree to keep Such Tecarcs & are hecessary 1o discloss tully the extent of services provided 1 Individuals under the State’s Title XIX pian and io furnish
inlarmation regarding any payments ciaimed for providing such senices as tHe State Agency or Dept. of Haakth and Humans Services may reguest.

|furiher agree 1o socept, 86 payment in full. the amouri paid by the Medieaid program tor these claims submitted tor mernt rthat j
of auhorized deductible, cOiRSWEARCE, co-payment of irilar cost-sharing zgtarge. I Py unde program. wih the exeapton

SIGNATURE OF PHYSICIAN (OR SUPPLIER): ertity that the services lsted abave ware medically indicated
A fosached £y me o my R oy perecnal ireciion. m v indicated and necessary wine health of this patiem and were

NOTICE: This is to certly thar the iqragolng informatian i s, acourale and campiate, | undersiand that payment and salistaction pf {tie ciaim will be from Federal and S
fands, and that any falze claims, stelemenls, of documents, or Conce aimant of a material lact, may be prosecuted under anplicable Fedsral or Sza!sr?a‘;s. e

Pubic reporing burcen fof sris cobection of miormatien is entimated ta average 15 MinULes pet fASHLNSS, inciuding $me for reviewin: swructions, searchi isti

date sources, gathefing and maim!ning data ne_elded.‘and completing and reviewing Ihe cotiection of irormation. Send commsants :gagardlng ﬁﬁs’hummhgﬁgua%ng

any gthet fspeﬂ i fﬂs Ptﬁ!!echon of Information, including suggestions for retigelng e burden, 1o HORA, Offics of Financia! Mariagement, P.0. Box 26884, Baymors,
B e S icimanmman and Risinat Panarwork Reduction Project {OMB-DSS8-0O0E). Washingion, D.C. 20503,
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— Quick Reference: Osteoporosis Management Guidelines —

This is a tool designed to assist clinicians to incorporate the management and prevention of osteoporosis into
practice. This was developed by the Brown & Toland Osteoporosis Advisory Group, with an expert review of
advances since the 1997 Guidelines from the National Osteoporosis Foundation. For complete information, refer to
the BTMG Guidelines for the Management of steoporosis.

Risk Assessment
e Counsel all post menopausal women ox the tisk factors for osteoporosis, evaluate for risk for fracture, and
determine the need for testing.

In general, the more risk factors a woman has the greater her risk of fracture. 1f one or more risk factors are present,
bone mineral density (BMD) testing may be indicated to determine whether therapy is appropniate.

Note: Black wornen are at lower risk for 0SteOpOrosis.

Bone Mineral Density Testing for Untreated Women Considering Drug Therapy
Measurements of bone mineral density can predict fracture risk. A variety of densitometers are in clinical use,

however a HIP DXA scan is BTMG’s preferred test since it is the best predictor of hip fractures and it predicts
fractures at other sites. The only exception to this is for patients on current corticosteroid treatmment where ordering

a SPINE DXA scan is recommended.

Initial Testing

s  Consider Bone Mineral Density (BMD) testing for women with one of more of the following risk factors:

o all white and Asian women age 65 and older
o all white and Asian women age 50 - 64 where principal risk factors include:
- postmenopausal wormen who have fractures
- oral glucocorticoid therapy for more than 3 months
- parental history of hip or confirmed spine fracture or family history of osteoporosis
- weight less than 127 Tbs. or BMI < 22
- current cigarette smoking
. and/or chromic diseases known to be associated with osteoporosis

Although data is lacking, consider hone density for nonwhite women and mexn, aged 50 and older, who have 2 or
more of the above risk factors.

RE-TESTING
e  Optional testing every 2 years for those patients on current pharmacologic treatmen for Osteoporosis.
« Patients who on BMD testing do not demonstrate the need for pharmacologic treatment shouid be re-
evaluated at the following intervals based on T-scores:

T-score Interval to Re-Test
1510 -2.57 2 years*

101w -1.5% 4 years®

>-1.0 5-10 years®

*Test sooner (1-2 years) if another condition or drug that causes 0sieOpoTOSis develops in interim.
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BTMG’s Osieoporosis Management Guidelines (continved)

General:

«  Advise all patients to oblain an adequate iitake of dietary caicium {at least 1200mg/day, including
supplements as necessary).

e Vimmin D 400 to 800 IU/day is recommended for all patients, inciuding those with psteoporosis and at risk
for vitamin D deficiency.

e Lifelong regular weight-bearing and muscle strengthening exercises to reduce the risk of falls and fractures.

« Advise and assist patients to quit smoking.

s Recognize and treat alcoheolism.

o Provide patient education materials on good ntrition, exercise and facts on bone density testing.

¢  Screen for high risk of fractures on your patient’s screening checklist®.

Pharmacologic:
» Recommend pharmacologic treatment for any individual with a hip or vertebral fracture or 0ste0porosis by
BMD testing with a T score of <-2.5 at the femoral neck or Jumbar spine.
¢  Consider offering treatment to individuals with T score of <-2.0 and who have had at least one of the
following risk factors:
- afracture
- long-term oral corticosteroid use
- chronic disease(s) known to be associated with osteoporosis

FDA Approved Osteoporosis Medications:
Current Food and Drug Administration (FDDA) approved pharmacologic options for osteoporosis prevention and/or
treatment are hormone replacement (HRT), bisphosphonates (alendronate, risedronate), calcitonin and raloxifene.

Practice Tips:
e Select an appropriate pharmacologic intervention for your patient when necessary tailored to the patient's age,
fracture history and risk for other diseases affected by the medication.

e There is no current evidence that combination drug therapy reduces the risk of fracture significantly more than
using an effective single drug. Fractures may continue with effective treatment and a fracture that occurs during
treatment is not an indication for changing therapy.

o  Drug adherence is imporiant to monitor and to consider when a patient appears to have Jost bone density during
monitoring. It is important 1o counsel and ask about compliance especiatly during the first three months of
therapy.

There are no long-term studies for the use of these agents beyond 5 years. The decision to continue therapy beyond
5 years should be based on the patient's age, fracture history and long term benefit versus safety issues. 1t is further
recommended that clinicians review treatment plans with their patients annually, especially as new data and
Teatment concepts are elucidated.

= Add “Prevention of Fractures” to Your Patient’s Screening Checklist

Cut here and make copies for patient’s chart

T
Patient's Name: Daie of Visit:

Checklist for Osteoporosis
Check all that apply:

Caucasian and Asian Women > age B5 years

Postmenopausal Woman and

Past fracture? Taking oral corticosteroids > 3 months a year?
Parental history of hip or spine fraciure? Has rheumatoid arthritis, inflammatory bowel
Smoker? disease, malabsorption/sprue, Parkinson's of
Weighs < 127 1bs.? Or 8M] < 227 disease that ingreases fracture risk

If any are checked, order a HIP DXA scan.
Approval Dates:

6702 - Ostsoporosis Advisory Group
8/02 - BTMG QI Commitice

3/64- BTMG QI Committee




